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Chest and Abdomen. 

I. Excision of a Fibro-Sakcoma Growing from thf. Muscles of the 
Abdominal Wall and of a Large Piece of Parietal Peritoneum. Porro. 
The tumour lay beneath the superficial fascia, but could not be got away without 
taking with it some peritoneum, as it extended through the muscles. There was 
great pain after the operation and subcutaneous emphysema, but the patient was able 
to get up at the end of the third week.— Rev. de Ckirurgie. 1SS4- Nov. 

II. Excision of Half of the Abdominal Wall, with Peritoneum. Sclifo- 
SOV5KI. The operation was undertaken upon two occasions, in order to excise a 
sarcoma. In both cases a success was achieved. S. performed experiments on ani¬ 
mals, to ascertain whether the peritoneum was renewed and whether adhesions were 
formed between the wall of the abdomen and its contents. In spite of antiseptics, 
most of the animals—dogs—did not survive the operation even for a week. Skin 
and subcutaneous tissues were not removed, in two experiments; adhesions formed 
between the skin tlaps and the great omentum, but did not involve the intestines. 
This only occurred in cases where the omentum did not reach sufficiently low to shut 
off the intestines from the tlaps. The tendency to ventral hernia was restrained by 
carefully adjusted bandages. 

The author points out: 1. That the operation does not imminently imperil life. 
2. That there are no distressing after effects. 3. That the risk of recurrence is much 
less than after simple enucleation.— Rev. de Chirurgie . 1SS4. Nov. 

A. F. Street (Westgate). 

III. Case of Extirpation of the Spleen for Leucaemia. Uy J. Hiziel 

(Culm). Encouraged by the favorable result achieved by Franzolini in a similar case, 
where complete cure was effected, Prof. Rydygier, of Culm, extirpated the spleen in 
a female, 31 years of age, suffering from leucaemia, with splenic tumor. The pedicle 
was secured with elastic ligatures, which proved insufficient, so that silk ligatures had 
to be added. The lig. gastro-Iienale and lig. phrenico-lienale were each separately 
ligatured. To prevent the ligature from slipping off, a small portion of the spleen 
itself.was left adhering to the pedicle. Death ensued from kemonhage from the 
abdominal wound .—Deutsche Zeitsch.f. Chirurg. lid. XXI. Hit. 5 6. 1SS5. 

March 9. \V. Van Arsdale (New York). 
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IV. AiiSCESS of the Liver, tty E. G. Janewav, M.D. (New York), i. Ab¬ 
scesses of the liver can practically be divided into those affecting the left lobe, or the 
lower part ot the right lobe, so that the abscess, when formed, produces an elastic or 
fluctuating tumor below the free borders of the ribs, and of those situated in the 
upper or posterior portion of the right lobe. The reason for this division is that 
abscesses in the two former situations are easy of access, of diagnosis, and of opera¬ 
tive interference. The abscess in the last mentioned situation is the one which more 
often gives rise to difficulty in diagnosis, or, if diagnosticated, to doubt as to the best 
and safest methods of interference. 

2. There are several methods by which the existence or non-existence of adhe¬ 
sions between the liver and abdominal wall can be made out. The presence of 
hepatic friction,.audible or tactile, shows the absence of adhesions, but the proba¬ 
bility that they will soon be formed. If, on palpation, the edge of the liver remains 
rixed, and does not descend with respiration, adhesions have in all probability taken 
place. Again, a long needle—that of a hypodermic syringe or aspirator—introduced 
into the liver, will, if the outer end is left projecting some distance, move upward as 
the liver descends, and downward as the the liver ascends, if no adhesions exist. 
Ilut, if these have formed, then the needle does not move. 

5. The difficulties which arise in the diagnosis of liver abscess may in many cases 
fce surmounted by a careful survey of the history, of the condition of the liver, and 
by exclusion of the existence of sufficient disease in*other organs to account for the 
symptoms. 

The mistakes which I have seen made have been: 

To consider a liver abscess some other disease, as malarial fever (remittent 
and intermittent), typhoid fever, or tuberculosis. 

/•. To consider an abscess of the liver some other disease of the liver, as hydatids, 
cancer, congestion, fatty liver, hyperplasia. 

(. To consider the swollen liver an aneurism of the aorta, especially in case of 
abscess of the left lobe of the liver, where pulsation was communicated to it by the 
aorta. 

<4 To consider an abscess of the gall-bladder an abscess of the liver, and vice 


1. To consider a supra-hepatic abscess an abscess of the liver. 

f To consider an abscess of the liver one of the abdominal wall, and vice vena. 

Some years since the writer had supposed that a distinction could be made between 
liver abscess and cancer of the liver by careful attention to the patient’s temperature; 
but subsequent investigation has shown that, in cases of rapidly growing or dissemi¬ 
nating cancer, a hectic type of temperature may exist 

4. As regards the cetiology of liver abscess, I believe that many of the apparently 
idiopathic are of traumatic origin. 

5. All accessible abscesses associated with an adherent liver are best dealt with 
by free incision, washing out with an antiseptic fluid, the introduction of a drainage- 
tube, and antiseptic dressing. 
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6. In cases of non-adherent liver, adhesions may be produced by the use of an 
abdominal bandage to fix and immobilize the liver, while absolute quiet in bed is 
enjoined, and then aspirating the abscess, leaving the canula in situ for a few days, 
its aperture being closed to prevent ingress of air. After a few days, the canula is 
to be removed and reintroduced an inch and a half from the point of previous punc¬ 
ture, and again, as before, allowed to remain. A free incision may be made between 
the two places through which the canula has been inserted. 

7. In many cases of large abscess seated in the posterior portion of the right 
lobe, aspiration is the only resource.— Ne-.u York Med. Journal. 1SS5. Feb. 7. 

V. Case of Bullet Wound Involving Right Lobe of the Liver—Extrac¬ 

tion—Recovery. By \V. F. Smart, F.R.C.S.I. (Demerara). The bullet in this 
case was one weighing eighty grains, fired from a revolver at three yards distance. It 
had penetrated at the level of the sixth rib, an inch from the sternum, and had passed 
downwards and outwards, lodging in the right lobe of the liver, half an inch beneath 
the surface. The operation consisted in opening the abdomen below the costal mar¬ 
gin, feeling the bullet embedded in the liver, incising over it and taking it away. 
The dressing consisted of dry iodoform and marine lint. During the progress of the 
case there was some pain over the liver and tympanitis, also some difficulty in mic¬ 
turition. Otherwise the patient made an excellent recovery, and the wound healed 
in a fortnight without any suppuration. The patient was a coolie.— Med. Press and 
Circular. 1SS5. Jan. 7. C. W. CathcaRT (Edinburgh). 

VI. Contributions to Intestinal Surgery. By Dr. Rydygier (Culm). Py 
lor ec to my. The author publishes three new cases of excision of the pylorus per¬ 
formed at his private clinic, to which he adds some valuable remarks as to the in¬ 
dications and operative technique of the subject. 

The operations were performed for ulcer of the stomach (one case) and for cancer 
(two cases). Altogether the writer has operated three times successfully for ulcer 
and five times in all for cancer, twice successfully. Two cases of gastro-enterostomia 
after Wohler’s method are added, both of which recovered. 

The first excision of the pylorus for cancer was performed on a man-servant, 42 
years of age, who had suffered from stomach symptoms for 17 years, and in whom 
a small tumor could be felt in the region of the pylorus, moveable in all directions. 
Incision was made in the median line; the great and small omentum were severed 
between applied ligatures ; elastic compression of the organs was then effected; an 
antiseptic compress placed under the pylorus; the diseased parts were then excised 
at the duodenum at right angles to the intestine, but at the stomach end in an oblique 
line running from the right and below upwards and to the left. Sutures with finest 
catgut were applied according to Czerny’s method (double row of sutures), with an 
additional row of sutures through the mucous membrane, making in all 6S sutures. 
The abdomen was then closed with silk sutures in the usual manner, and antiseptic 
dressings applied. The duration of the operation was 2J< hours. The patient died 
on the fourth evening. The highest temperature had been 3S~|°C. 
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The second case was that of a woman, 41 years of age; the disease had begun 
eighteen months before; a tumor the sire of a fist could be felt and was easily move- 
able. The operation was performed in a similar manner, but that continuous sutures 
were used throughout. The patient recovered; had no rise of temperature; was 
dismissed on the 32nd day. 

The operation for ulcer of the stomach was performed on a woman of 4S years of 
age who had had stomach trouble for 13 years; a small, smooth, round tumor could 
be felt, which was moveable and painful. The technique did not materially differ 
from the foregoing case. On the second day pneumonia set in with evening tem¬ 
peratures of 39.0°c. She was dismissed; cured after four weeks. 

Glancing at the statistics already accumulated, the author points out that there is 
a steady increase in the percentage of recoveries in these operations (of five excisions 
for ulcer only one case died), and speaks in favor of the operation. 

In speaking of the technique, he lays great stress on the abdominal incision being 
made in the middle line. The mesentery may, according to his experience, be sev¬ 
ered above the arcades, or the forking of the arteries without fear of gangrene ocur- 
ring, at least to a moderate extent; it should, however, be observed whether the 
ligatures applied induce any discoloration in the intestine. In case no elastic com¬ 
pression of the gut can be achieved, it suffices to pass two sutures through opposite 
walls of the intestine and to close it by extending them. He favors the employment 
of continuous sutures. For indications he refers extensively to Czerny. 

Gastro-entcrostomia. Two cases, men, 32 and 20 years old, respectively. In the 
first extensive adhesions prevented an excision, which had been intended. 

The other patient only weighed 51 pounds, and had been once subjected to laparo¬ 
tomy some months previously. An ulcer of the duodenum had been found, and the 
contemplated excision had been given up. Both cases resulted favorably.— Deutsc/i. 
Zcitschr.f. Chirurg. Bd. XXI. lift. 5 and 6. 1SS5. March 9. 

W. Van Arsdalf. (New York). 

VII. The Treatment of Intussusception. By Frederick Treves, F.R.C.S. 
In this paper, read before the Medical Society of London, the author reviews all the 
important points in the pathology and treatment of intussusception. He classifies 
the disease anatomically into four varieties: the enteric, colic, ileo-ca.*cal and ileo¬ 
colic; and he gives the relative frequency of these as 30, iS, 44 and S per cent., 
respectively. Clinically, he divides them into the ultra acute, the acute, the sub 
acute, and chronic—a classification of more practical utility. 

Of the most important complications, strangulation and obstruction take a fore¬ 
most part, but it is by no means necessary for these to coexist, and they may even 
both be absent. He considers that strangulation is primarily due to compression of 
the mesenteric vessels, and secondarily to the cedematous swelling at the neck of the 
intussusception, and he enumerates the following causes of obstruction: (1) The 
orifice of the intussusception is rendered slit-like by the dragging on the mesentery, 
and is sometimes opposed to the wall of the intussuscepting part. (2) The inner 
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and middle cylinders are much bent upon themselves, especially in cases where the 
small intestine is involved. (3) These cylinders may become enormously thickened 
by congestion and inflammation. (4) The lumen of the bowel may become plugged 
by coagulated blood, or by ingesta. (5) There may be a polyp at the apex of the 
intussusception. Speaking of spontaneous elimination, he states that this termina¬ 
tion takes place in about 42 per cent- of cases of intussusception, being very much 
more common in the enteric variety, whereas it is rarer in the more common ileo¬ 
cecal form. Forty per cent, of the cases of spontaneous elimination terminate 
fatally from perforation, hemorrhage, diarrhea, and obstruction. Mr. Treves con¬ 
cludes, from an extended examination of museum specimens and recorded cases, 
that stricture, following the elimination of a gangrenous intussusception, is of ex¬ 
treme rarity. 

The first indication for treatment recommended is to quiet all peristalsis by opium, 
and then to try' reduction by means of a large injection of warm water, or air, for 
both of which purposes he recommends the instrument of Mr. Lund, the rubber 
collar effectually preventing escape of fluid or air at the anus. Failing relief by 
these measures, he urges the immediate resort to laparotomy, which he justly con¬ 
siders as imperative as the performance of kelotomy when taxis has failed in stran¬ 
gulated hernia. The great mortality hitherto attending this operation is, with good 
reason, assigned to the late period at which it is often undertaken, and no doubt 
future statistics will present a moie favorable aspect. With regard to the perform¬ 
ance of .the operation, the following rules are laid down: Except in exceptional 
oases, the incision is best made in the middle line. The intussuscepted mass should 
be, as far as possible, exposed in the wound, and attempts at reduction made by- 
pulling on the entering bowel with one hand, while the intestine about the lower end 
of the intussusception is gently squeezed with the other. No violent or long contin¬ 
ued attempts at reduction should be made, and, after the reduction is completed, if 
the viability of the intestine is doubtful, or if it is gangrenous or irreducible, resection 
should be practiced, the ends of the divided bowel being stitched to the wound, and 
the artificial anus can at a future time be closed. The attempt to at once stitch the 
divided ends together not having hitherto proven satisfactory, simple enterotomy and 
colotomy are both condemned, as, although relieving obstruction, they leave in the 
abdomen an invaginated intestine, in which the process of inflammation and gan¬ 
grene can still advance.— Brit. Med. Journ. 1SS5. Jan. 3. 

VIII. Acute Intestinal Obstruction. 15 y Dr. E. H. Gerves. An interesting 
and extensive discussion took place at the Liveqmol Medical Institute, October 23, 
1SS4. The debate was opened by a paper by Dr. Gerves, in which he recorded a 
case that had been under his care," and in which Mr. Pughe had performed a quite 
successful operation. The patient, a boy aged 6 years, came under observation, 
having had symptoms of acute intestinal obstruction for five days, with absolute 
constipation, meteorism and bilious vomiting. Owing to the considerable time that 
the acute symptoms had existed, no attempt was made to relieve the obstruction by 
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manipulation or large enemas, laparotomy being at once determined upon. Upon 
opening the abdomen, Mr. Pughe found a knuckle of the ileum close to the cccutn 
tightly strangulated. The constricting band was divided and ligatured, the bowel 
being set free. The constricting chord was found to be hollow, and further exam¬ 
ination determined that it was an abnormal vermiform appendix. While the intes¬ 
tines were being handled it was found that the pulse at the wrist became so feeble 
that it could not be counted, but after they were returned to the abdominal cavity, 
and the wound closed, the heart’s action soon became restored. The boy made an 
uninterrupted recovery. 

Most of the members who took part in the discussion appeared to favor early 
operation, and deprecated long continued trials of copious injections, manipulations, 
and general medical treatment .—Liverpool Journ. Med. Sci. 1SS5. Jan. 

IX. £xcision of C.ecum for Epithelioma—Death on* 13TH Day. By W. 
WHITEHEAD, F.R.S.E. (Manchester). The patient had symptoms for iS weeks be¬ 
fore coming under notice, consisting of attacks of paroxysmal pain in right lumbar 
region and spreading over the abdomen. A tumour had appeared some weeks pre¬ 
viously, which on admission measured 4* j by 3 inches, and was freely moveable. 
There was a history of diarrhcea, though when admitted the motions were natural, 
and there did not appear to be any indication of obstruction, but the calls to urinate 
were frequent. 

The abdomen was opened over the seat of the disease, and a double ligature placed 
round the ileum and also round the ascending colon. After division of the parts be¬ 
tween the ligatures, the diseased bowel was removed; some lymphatic glands were 
also removed from between the folds of mesentery, and during this stage of the opera¬ 
tion, the superior mesenteric vein was wounded and ligatured, both ends of bowel 
were brought at the wound and sutured to it with silver-wire. The patient gradually 
sank, and died on the 13th day. 

At the post mortem examination, extensive peritonitis and a large abscess contain¬ 
ing putrid pus, outside the peritoneum, in the iliac fossa, were found. The piece 
removed consisted of the cxccum, vermiform appendix, 2 inches of the ileum, and the 
greater portion of the ascending colon. The intestine was constricted at the seat of 
disease, and projecting into the lumen of the bowel was a mass of neoplasm, which 
on microscopical examination proved to be carcinomatous. The cells were small 
and irregular, occasionally only showing the ordinary columnar type.— Brit. Med. 
Journ. 1SS5. Jan. 24. 

X. A Case of Resection* of the Large Intestine for Scirrhous Growth. 
By Mr. Sydney Jones. The patient, a woman, aged 54, presented a tumour 
about inches in diameter and of very irregular outline, about the level of 
the anterior superior spine of the ilium, on the right side. There was a good deal 
of constipation, and the motions were of a black colour. Upon opening the abdo¬ 
men, Mr. Jones found the tumour situated in the upper portion of the ascending and 
part of transverse colon. It was adherent to the anterior parietal peritoneum. The 



82 


INDEX OF SURGICAL PROGRESS. 


ileum was divided close to the valve, and the cecum, ascending and part of trans¬ 
verse colon were removed; the ileum was stitched to the colon, and the junction kept 
close to the abdominal incision by sutures. 

The patient died on the 3d day, and at the post mortem a slight extravasation was 
found to have taken place at the mesenteric attachment. There was, however, no 
general peritonitis.— I^xncet. 1SS5. Jan. 10. C. II. Hall (Dublin). 

Extremities. 

■I. On the Treatment of Dupcytren’s Contraction of the Fingers. By 
James IIardie. F.R.C.S. (Manchester). In a brief, semi-historical introduction to 
the description of his own method and experience, he writes: “We have, I believe, 
been led off the track by two causes—firstly, by the operation introduced by Dupuy- 
tren himself, with whose name the affection is so generally associated; and secondly, 
by the introduction of subcutaneous surgery.” With regard to the latter, he adds 
that it has been objected to open wounds, as compared with subcutaneous; that the 
former are unnecessarily severe, and that they may be followed by serious conse¬ 
quences. He points out that the antiseptic method alters the position essentially. 

Mr. Ilardie’s own operation is that of Goyrand (published in 1S34), done under 
antiseptic precautions, and with special care to thoroughly separate the fibrous tissues 
from the superjacent skin. lie relates four cases (eight hands). The skin is incised 
longitudinally, and the fibrous bands, after careful dissection from the skin, divided 
transversely in several places. Esmarch’s band is used; silver sutures for skin in¬ 
cision; catgut or horse hair drain, removed on second day; then a little compression. 
The cases were all very recent, but no tendency to relapse had been noticed after sev¬ 
eral months. It is not stated where these operations were done, but it was probably 
the Manchester Royal Infirmary, to which the author is surgeon.— Reprint from the 
Medical Chronicle . C. B. Kf.ETLEY (London). 

Genito-Urinary Organs. 

I. Perineal Urethrotomy as a Preliminary to Plastic Operations for 
Closing Fistule in the Anterior Part of the Urethra. At the meeting 
of the New York Surgical Society, March 24, 1SS5, Dr. A. C. Post presented a patient 
upon whom he had operated for the cure of a congenital hypospadias, the floor of 
urethra having been deficient to the extent of about 2 cm. behind the corona glandis. 
As a preliminary to the operation he had made a perineal incision into the mem¬ 
branous part of the urethra, through which he had introduced a catheter into the 
bladder, leaving it in situ for 14 days. The plastic operation upon the anterior part 
of the urethra resulted perfectly, and when the catheter was withdrawn the patient 
passed his urine freely through the reconstructed canal. Within a very' few days the 
wound of the perineum was entirely healed. The success of the operation he at¬ 
tributed in a great measure to the perineal opening. 

Dr. C McBumey stated that perineal openings made for such purposes usually 
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dosed readily; in one patient with an extensive fistulous opening in the urethra, 
which required four operations for its cure, he had made an opening in the perineum 
at the first, and this closed after each operation so as to make it necessary to reopen 
it each time before doing the next operation. 

Ur. R. F. Weir said that within a few months he had closed in one patient three 
openings in the normal urethra from tertiary ulceration situated in the corona glandis. 
The operation consisted in vivifying the edges of the fistula: after making a perineal 
opening. The broad, freshened edges of the prepuce and interior surface of the glans 
were sewed up with several rows of catgut sutures, and in this manner a perfect suc¬ 
cess was obtained. lie thought the multiple rows of fine catgut sutures, as well as 
the perineal opening, contributed to the good result.— Proceedings New York Sur¬ 
gical Society. 1SS5. March 24. 

II. Result of Operations for the Removal of Tumors from the Blad¬ 
der. By A. W. STEIN, M. D. (New York). An examination of the results obtained 
in 9S cases, compiled from current medical literature. The operative methods 
adopted in males have been as follows: I, External perineal urethrotomy; 2, 
perineal cystotomy; 3, hypogastric cystotomy; 4, hypogastric and perineal cystotomy 
conjointly; 5 , Hypogastric cystotomy and perineal urethrotomy. The author con¬ 
cludes that the choice of operation must depend upon the location, mode of attach¬ 
ment and size of the growth to be removed. Sessile growths are not manipulated to 
advantage through a perineal opening, especially when the growth is located in the 
upper region of the viscus, or on its anterior or lateral walls. In fat subjects with 
deep perineum, and in cases of prostatic hypertrophy and lengthening of the prostatic 
urethra, a perineal section is unsatisfactory. The danger of working in the dark is 
also to be borne in mind. But external perineal urethrotomy is to be favored as the 
first step in diagnosis at least. Supra-pubic cystotomy can then be done, if found 
necessary, with increased chances of recovery on account of the free drainage pro¬ 
vided by the perineal incision. Wounding the peritoneum is to be avoided by eleva¬ 
ting the bladder by a rectal colpeurynter; urinary infiltration by thorough drainage, 
both by the urethra or perineal opening, and by drainage tubes inserted through 
abdominal wound. The vesical wound may be stitched or left open—both methods 
have shown excellent results. The results thus far attained by surgical interference 
are most encouraging, and in every way justify repetition of the same. The least 
suspicion of a tumor should lead to an investigation, that, if present, it may be re¬ 
moved while the general condition of the patient is yet favorable for an operation, 
before he has become exhausted from the loss of blood, or the kidneys and bladder 
have become so much diseased as to make recovery impossible even in the event of 
the successful extirpation of the growth.— Med. Record. 1SS5. March 14. 

III. Operative Treatment of Vesico-rectal Fistula in the Male. By 
Dr. J. Rotter (Wurzburg). These fistula: are in general of rare occurrence. Bartels* 
under “Wounds of Bladder” (Arch. /. Klin. Chirg.,\ ol. XXII.) mentions them. 
Simon (same Archives, VoL XV.) successfully operated such a case. Rotter here 
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reports another operated by Maas last year. Patient had had bubo, and it is sur¬ 
mised that an abscess between rectum and bladder had caused the fistula. Very 
poor retention of urine in rectum. Fecal matter or gas was not observed to enter the 
bladder. Dilatation of anus by Sims’ speculum behind and retractors at sides. A 
silver catheter in the urethra served to press back anterior wall of rectum. Removal 
of a ring of tissue entire, not in pieces. Trimmed into fiat funnel shape (after Iiore- 
tnan) ; sutured in longitudinal direction with catgut; 7 sutures cm. apart. Tested 
by filling the bladder. Patient kept constipated afteroperation. Cure. Dittel ( ll'ien. 
. 1 /of. fffitr/i., 1SS1) operated by another plan four cases of urethro-rectal fistula, and 
Sims one from rectum—all unsuccessful. Maas in 1S77 operated such a case from 
the rectum with satisfactory though not entire success.— Arch./. Klin. Chirg. 1SS5. 
lid. 31. lift. 3. 

IV. A Modified Sixtio Ai.ta. l!y Prof. C.v. Antal (Budapest). The frequent 
non-achievement of primary union is, in A-’s opinion, not due to the material or 
arrangement of the sutures, but to the attenuation of the bladder-wall and consequent 
narrowness of the wound surfaces. He proceeds as follows: With the bladder full 
and tense, the anterior peritoneum free, bladderwall is laid bare. Through its external 
layer an oval incision is made, parallel to the body axis. Length or cut depends on 
the object of the operation ; its breadth should be 1 to 1 '/. cm. Then, holding the 
scalpel flat, he pares off this circumscribed piece from the musculosa, towards the 
middle line, however, also including some of the muscular layer. On completing 

this shallow, funnel-shaped cut, the just visible bluish mucous membrane along the 

median line is incised. The purpose of the operation is carried out. Sutures are 
passed through the external and muscular layers only. A. here prefers sublimated 
silk to catgut. lie has performed thus on the cadaver and once on the living sub¬ 
ject—a boy of 5 to 6 years—for removal of a calculus. Primary union in a week.— 
Wien, Med. Woe/:. 1SS5. April 4, No. 14. 

\. After Treatment in Suprapubic Litjiotomv, and the Applicability of 
this Procedure in Operating Vesico-vaginal Fistu'l.e. By Dr. W. Meyer 
(Bonn). The first part advocates Trendelenburg’s method of using T drainage tube 
and keeping patient in Sims’ lateral position. 

Boulay (1SS3) collected 23 (resp. 22) cases of vesical suture after the superior 
operation; to these M. adds 19 others, including one new case. Of these 16 gave 
primary union, 17 secondary, 1 was fatal from erysipelas, and 7 from the operation. 
In operating for intravesical trouble, Trendelenburg, after first opening the bladder 
(suprapubic) reverses the patient and elevates pelvis and abdomen so that the body 
is inclined, the thighs being held over the shoulders of an attendant backed up be¬ 
tween them. I his exposes the interior of the viscus, avoids its respirator)' displace¬ 
ment and drains the fundus clear. By this method T. has even sought to operate 
vesico-vaginal fistula too bad for operating from the vagina alone. Cases accom¬ 
pany the article.— Arch./. Klin. C/iirj. 1SS4. Bd. 31. Hft III. 

W. Browning (Brooklyn). 
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VI. Induration of the Corpus Cavernosusi and Diabetes. M. Duplay 
showed a strong and robust patient, aged 40, with induration of the cavernous body 
about the middle of the penis, which during erection caused the organ to assume a 
lateral curvature, thereby preventing coitus. M. Vemeuil said that he had met with 
this lesion in a diabetic patient, and had several times found patients thus affected 
to he suffering with glycosuria. Those who were not diabetic suffered with gout. 
The recognition of this made one hesitate to operate in such cases. Operations on 
the corpus cavemosum might produce gangrene of the penis, or the cicatrix follow¬ 
ing the operation might cause just such a deformity as the one it was proposed to 
remedy. In one case the induration had been followed by epithelioma. For these 
cases he recommended elastic compression .—Revue de Chirurgie. 1SS4. Dec. 10. 

\ II. Paralysis of the Biadder, due to the Employment of Carlolizh. 
Dressings. 1> '/ M. Carta?.. Two cases. In one case an intra-uterine injection 
of carbolic acid was used after a miscarriage, and in the other, a case of fracture of 
the neck of the femur, carbolizcd dressings were used to some sores over the sacrum. 
In the first case, the bladder was full of blackish urine. In both cases, on ceasing 
to employ the carbolic acid, the paralysis cleared up. 

M. Vemeuil attributed the paralysis to traumatism. M. Xicaise had never seen 
retention of urine following the use of carbolic acid, but had several times met with 
suppression unaccompanied by vesical paralysis. Revuede Chirurgie. 1SS4. Dec. to. 

\ III. Compression in Acute Orchitis, both Simple and Complicated. By 
M. 0 . Laurent. This is effected by making gradual traction on the inflamed tes¬ 
ticle, thereby separating it as much as possible from the external abdominal ring, 
towards which the cremaster muscle has a tendency to pull it Having then isolated 
the organ, several turns of a bandage are made around it above, preventing its 
reascenL From this point J'appui, the whole testicle is covered by oblique circles 
of the compressing bandage, which is afterwards painted over with a solution of 
starch. Should the cord be affected, a layer of wadding must be laid over it, and 
the whole covered by a starched spica-bandage. M. Thiry, of the Hospital of Saint 
Pierre, has long been in the habit of treating cases by this means. The author 
asserts that he has not seen this method fail in a single instance, however acute the 
inflammation. The effect of the compression is at once to give relief to all pain. 

Se\ eral cases are recorded in which the cure was complete, on an average, in S 
days; the shortest time being 5 days, and the longest 10 days. The application 
may have to be repeated daily, according to the rate of diminution of the swelling. 
Three applications, however, were as a rule sufficient.—Zu Prase Medicate Edge. 
1SS4. Nov. 9. F. Swinford Edwards (London). 

IX. Cases Illustrating Renal Surgery. Ily A. E. Barker, F.U.C.S. 

Case I. Excision of the Kidney for Rupture,! Ureter, amt Urinary Atseess in 
a child, agtii three and one-half years. Recovery. 

The history of this case must rank as one of the most important in recent renal 
literature. The child in question was run over, and beyond the usual symptoms of 
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bruising of the abdomeq, and one small urinary clot on the first day, there was 
nothing to point to any lesion of the urinary tract. He made apparently a good 
recovery, and left the hospital convalescent in a fortnight. A few days later he was 
readmitted, with a tluctuating mass in the situation of the right kidney; but there 
was little constitutional disturbance. The swelling continued to increase, but the 
urine was perfectly normal. -A few days later the swelling was aspirated, and 
yielded a fluid containing about one-half per cent, of urea. Sp. gr. i,oio, with 
albumen in small amount. Three months later the kidney on the affected side was 
excised, and it is noteworthy that the remaining one at once took over its function, 
and secreted urine normal both in solid and fluid constituents, and a few weeks later 
the child left the hospital with only a small sinus in the loin. The kidney when re¬ 
moved was proved to be quite healthy, and the ureter torn just below it. During the 
two months which elapsed between the first aspiration and the removal of the kidney, 
a series of most interesting physiological and pathological observations were made 
upon the amount of the secretion from the injured side, and the way in which it varied 
in accordance with the altered conditions which from time to time manifested them¬ 
selves. hull tables are appended in the original communication. So long as the 
right kidney was aspirated ever}* few days, the amount of water secreted by it was 
about one-half that from the healthy kidney, and it always contained some albumen, 
whilst the amount of urea never reached but once *2 per cent, as opposed to an aver¬ 
age of over 2 per cent, on the healthy side. No sooner was the right kidney freely 
drained, so that it was not performing its work under excessive pressure, than the 
secretion from the two kidneys became almost exactly equal in amount, excepting 
only that the injured kidney continued to excrete a small amount of albumen, prob¬ 
ably from the abscess cavity. 

The immediate cause of nephrectomy was the fact that the drainage tube became 
blocked with phosphatic deposits which gave rise to considerable constitutional dis¬ 
turbance.— Lancet. 1SS5. Jan. 17. 

Case II. Complete History of Renal Calculus ; Exploratory Lumbar Incision , 
with Palpation anti .Multiple Acupuncture of the Kidney. No stone discovered. 
Operation wound healed in a few days, with no ill effect. 

There is but little else to state about this case, except what is comprised in the 
above heading. Mr. Ilarker throws out a suggestion that such cases are possibly 
due to the presence of a small tubercular ulcer. It is, however, certain that they are 
generally benefited by the exploratory operation. 

Case III. Pyonephrosis—Aspiration of 't hirty-six Ounces of Pus—Relief—Sub¬ 
sequent Re-accumulation, then Rupture of the Collection into the Sheath of the 
Psoas Muscle, unth Pointing in Scarpa's Triangle; Nephrotomy—Drainage of 
Large Quantity of Pus from the Kidney—Relief. 

Some points of interest are observable in this case. When the nephrotomy was 
performed, the pus, which had not found its way out per urethram before, began to 
pass into the bladder, giving rise to cystitis and a sympathetic irritation in the oppo- 
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sile kidney. In addition to this, the general health of the patient sufTeretl considera¬ 
bly whilst all this was going on. These symptoms were all much relieved as soon as 
there was a free drain from the kidney in the loin. 

Wien the patient was last seen, he was thin, but felt quite well, and was absolutely 
free from pain. The sinus still discharged about a drachm of pus daily. 

Case IP. Tubercular Kidney; Extreme Prostration ; Exploratory Nephroto¬ 
my; Drainage; Temporary Improvement; subsequently Amyloid Disease of the 
Opposite Kidney and other Organs—Death from Asthenia, Five Months Later. 

It is curious that in a case which so soon developed a fatal issue an operation 
should have proved to be of so much temporary benefit. That such was clearly the 
case is shown by the fact that whereas the patient previous to it was confined to her 
bed with (edema of the legs, great weakness and general malaise, she became much 
brighter after it was performed, and her appetite returned. The temperature, which 
up to this time had been subnormal, again reached the normal standard. 

So great was the improvement that the question of nephrectomy was several times 
discussed, though the time never arrived for its performance.— Lancet. 1SS5. 

J an " 2 + W. Bruce Clarke (London). 

Wounds, Injuries, Accidents. 

I. O.s Some Modifications of the Axtiseitic Method. By Prof. J. Mikulicz 
(Cracow). This forms essentially a report of his u-3 years work at his new post in 
Cracou. The circumstances there, as he pictures them, must put surgical antisepsis 
to a severe test. Still iie dispenses with spray. He includes a study of sublimate 
as a practical antiseptic. Theory and experiment first led to its use; experience 
must decide as to its practical value. 

We find that in practice solutions of bichloride are used, at least ten times the 
strength which experiment had seemed to indicate as sufficient. Koch, however, 
pointed out that the weaker solutions were adequate only where all the disinfectant 
in solution could exert its lull action, and that in the case of sublimate other strengths 
w-ould have to be used in disinfecting fluids rich in albuminates and sulphur, or other 
compounds forming insoluble combinations with mercury. 11 is calculations were 
based on pure cultures of the bacilli and spores of malignant pustule, with no ad¬ 
mixture of substances deleterious to the antiseptic. In wounds, however, the forma¬ 
tion of mercury-albuminate immediately weakens the solution, so much so that it 
may be reduced from one of the strongest to a very moderate antiseptic. 

1 or the prophylactic portion of wound-antisepsis—disinfection of sponges, tubes, 
sutures, operator s hands and part to be operated—such objection does not hold. Sub¬ 
limate is incomparable, its value being increased by the rapidity of its action. It is not 
suitable for metal instruments, since they are attacked by it. During and after com¬ 
pletion of an operation, on the other hand, we have to deal with albuminous secre¬ 
tions, a very varying factor. Experience, rather than experiments, must guide us 
here. Koch laid down the rule that the disinfecting solution should contain sufficient 
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bichloride, that I part in 5000 remain free. K. found that river water required 1:2000, 
bilge-water l:iooo, and putrid blood 1:400. Mikulicz experimented with defibrinated 
ox-blood and spring water. Sublimate 1:1000 retarded and diminished the develop¬ 
ment of micro-organisms; weaker solutions not perceptibly; while only a strength 
of I^400-500 completely prevented their appearing. Comparative tests showed that 
it only needed about double this strength of carbolic to give as good results. Schill 
& Fischer found that 1-5 of sublimate solution, mixed with an equal volume of tuber¬ 
culous sputum, quite failed to disinfect it, while a 5 per cent, carbolic sufficed. Since 
the excretion of pathogenic micro-organisms usually occurs in connection with 
albuminous material, sublimate is probably less trustworthy for such hygienic disin¬ 
fection than carbolic. His own tests with bichloride simply bore on the question of 
impeding the development of, rather than destroying germs, since the latter would 
require too irritating solutions. Mercury albuminate itself is, however, not entirely 
inactive, and does not readily putrify. 

There are, therefore, good reasons for considering carbolic a far more constant and 
trustworthy wound antiseptic than sublimate, although the latter is the stronger 
agent. If sublimate is used in preparing for an operation and full precautions be 
taken, then even pure water (0.6 per cent, salt solution) may answer for wound irri¬ 
gation (K, Jan. No., p. SS). In septic puerperal conditions, it is questionable whether 
sublimate should be used, since either strong solutions or frequent irrigation may 
prove toxic. As a wound dressing iodoform, thymol, etc^ are not inferior to bichloride, 
and less dangerous. Again, sublimate, contrary to general impression, is volatile. 
Kratschmer found that sublimated gauze, after being kept 3 months in cans, had lost 
nearly all its sublimate. Lazarski, at his request, examined this question, and found 
that sublimated gauze left exposed for 20 weeks lost to of its bichloride, and if 
boxed up for the same period *4. 

Finally, sublimate may be absorbed in fatally toxic amount. Its local caustic ac¬ 
tion—principally seen under sublimate dressings*—has repeatedly caused eczema, 
erythema, urticaria, etc. Constitutional effects have been noted by several observers 
after such dressing, and after uterine injections. A few cases have ended fatally. M. 
refers to 6 at least, and gives one of his own, after extirpation of breast and axillary 
glands, where sublimate was only used in the dressing. It was the first case in which 
he used bichloride. The saw-dust dressing had been impregnated with 1 per cent, 
sublimate solution. Individual susceptibility varies.— Arch.f. Klin. Chirg. 1SS4. 
lid. 31. lift. III. W. Browning (Brooklyn). 

II. Cases of Acute Tetanus from Ummucal Wounds. By J. R. Godi.ee 
(London). In both the cases reported in this paper the patients were infants; in one 
the symptoms appeared at the end of the first week, in the other at the end of the 
second. The younger child died at home in iS hours after the onset of the disease, 
the older one lingered for 8 days, but it was only brought in for Hospital treatment 
24 hours before its death. The immediate cause of its death was asphyxia. 

The umbilical wound was an unhealthy one in both cases. In the younger child a 
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portion of the umbilicus “was still semi-detached; the part looked neglected and far 
from clean, it was discharging a sanguinous pus and bled readily when touched.” 
In the other child there was “a red, irregular, sloughy-looking wound over umbilicus, 
which has existed since its birth.” 

The treatment adopted was frequent mustard baths, with repeated small doses of 
bromide of potassium. In the more lingering case nutrient enemata were tried, but 
they could not be retained. A post-mortem examination in the latter case showed 
palor and softness of the brain substance with some punctiform hemorrhages, also 
softness of the spinal cord with congestion of itsc-If and membranes. There were no 
other conditions of importance to be noted. The interest of the two cases seems 
to be that they were examples of acute tetanus associated with unhealthy wounds.— 
Lancet. 1SS4. Dec. 27. C. W. Catiicart (Edinburgh). 

III. Ruiture of Internal Jugular Vein, Complicating Operation for 
Ligation of Vertebral Artery ; Ligature of Vein ; Ligature of Vertebral 
Artery; Recovery. Mr. R. 15 . Duncan (Australia.) The operation for ligature 
of the vertebral artery was undertaken for the relief of epilepsy in a male of 30 years. 
While drawing aside the structures overlying the artery, sudden and excessive 
hemorrhage signalized a rupture of the internal jugular vein. On examination a 
nearly complete transverse tear of the vein, about an inch above its union with the 
subclavian, was found. This was plugged by the finger of the operator while a liga¬ 
ture was carried around it by an aneurism needle. An additional ligature was applied 
above the rent. The artery was then exposed and ligated. The wound irrigated, 
drained and closed with antiseptic precautions. Rapid recovery without untoward 
symptom .—Australian MeJ. Jouni. 1SS5. March. 





Fig. 1.—Dissection of sprain of elbow (produced post-mortem) showing tlio 
orbicular ligament displaced upwards, the head of radius forwards and 
downwards. 

Fig. 2.—Vertical section of radius from Ada T., the neck intensely inflamed, tho 
shaft partly denuded of periosteum, tho upper epiphysis detached by 
suppuration. 

Fig. 3.—Left radius from in front during supination. Fig. 4.—During pronation. 
Both figures are explained in tho text. 


2 . Hntchinson. Jan.. fleJ. 


West, Newman Si Co., lith. 



